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N 000 Initial Comments N 000
During the annual Licensure survey and
complaint investigation (#39756) conducted on
December 14, 2018, at Holston Manor, no health
deficiencies were cited in relation o the complaint
.[ under chapter 1200-8-6, Standards for Nursing
Homes,
N 410 1200-8-6-.04(5) Administration N 410 N 410: 1. Grievance form was initiated 1/18/17
(8) The faclity shall make ble efforts & for resident #224. Items wilt be found
e facllity shall make reasonabie o
safeguard personal property and promptly or replaced by 1/18/17.
investigate complaints of such loss. A record o .
shall be prepared of all clothing, personal 2. A n:nalhng will go out by 1/18/17 t?
possessions and money hrought by the resident all residents and/or responsible parties
to the nursing horne altetf?e ﬁme;f admission. telling them of our grievanice palicy and
The recond shall be filled out in duplicate. QOne
copy of the record shall be given io the resident Where forms can be found,
or the resident's representative and the original All staff will be trained by risk
shall be maintained In the nursing home record. 3. Allsta w1| © tramna .Y s
This record shall be updated as additional manager by 1/18/17 on grievance
personal praperty is brought, to the facility, policy and location of forms to file a
grievance and what to do with the form
once it is filled out.
This Rule is not met as evidenced by: ) 0o
Based on medical record review, revisw of the 4, Grieuances-wlll be dls..{:ussed daily in
facility's grievance fog, and interview, the facllity morning meeting by social services.
failed to prepare an individual's record of personal Grievance trends will be brought to GA
possessions upon admission and failed to monthly. POC will be reviewed monthly
promptly investigate loss of personal possessions 3 the i
for 1 resident (#224) of 35 residents reviewed. - X3 MONths in QA.
The findings included:
Medical recaord review revealed Resident #224
was admitted to the facility on 8M2/16 with
diagnases including Chronic Kidney Diseasa,
Stage 4, Anemia, and Major Depressive Disorder,
Dlvision of Health Cara Facflitias
LABORATORY DIRECTOR'S OR PROVIDERISUPBYIER REPRESENTATIVE'S SIGHNATURE TITLE {(XB) DATE,
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Medical record review revealed no documentation
ah inventory of personal effects had been
completed upon admission to the facility.

Telephone interview with Resident #224's family
member on 12/12/16 af 2:00 PM revealad
Resident #224 was missing a Bible with her

| named embossed on the front of the Bible, a

blanket, a shirt, 4 pairs of slacks, and a gray
fleece sweater. Continued interview revealed
Resldent #224's family member had told staff
members about the missing items.

Review of the {acility's Grievance Lag from 8/1/16
through 12/13/18 revealed no documentation of
missing items for Resident #224,

Interview with Certifted Nursing Assistant (CNA)
#2, on 12/13/16 at 10:40 AM, in the haltway
revealed Resident #224's daughter had reported
missing personal items approximately 2 months
ago and CNA #2 had reported the missing ilemns
to a nurse.

Interview with Licensed Practical Nurse {LPN) #3
an 12/13/16 at 10:50 AM, revealed LPN #3 was
unawars of Resident #224's missing personal
tems.

Interview an 12/14/16 at B:10 AM with the
Director of Nursing (DON) in the conference room
revealed an inventory of resident belongings was
to be completed upon admissioh to the facility
and documented in the medical record,

Interview on 12/14/16 ai &:13 AM with the Social
Worker in the conference room, revealed ifa
resident or family member reported loss of
personal property a grievance form was o be
filted out.
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Interview with the Social Worker on 12/14/16 at
8:30 AM, in the Social Worker's office, confirmed
the facility staff had not filed a grievance form or
conducted an investigation related to the
resident's missing items,

Interview with the DON on 12/14/16 at 8:40 AM in
the conference room, confirmed there was no
inventory completed of the resident's belongings
upon admission to the facility,
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